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Abstract 
 
Cemento-ossifying fibroma (COF) is a rare benign tumor which mostly affects  the mandible and the most common site is 
in the premolar-molar region. It is a painless, generally slow-growing, benign lesion which enlarges in an expansive 
manner.  It is usually detected in the third and fourth decade of life and is more common in women.  Radiographically, 
they appear as well-defined unilocular or multilocular intraosseous mass in the premolar-molar region of the mandible. 
The lesion is invariably encapsulated and with mixed radiolucent density. Its histopathology shows fibrous tissues with 
calcified structures resembling bone or cementum.  This article reports a rare case of a-20-year old male with history of 
swelling in the anterior mandible region at tooth region 33-43 causing difficulty in occlusion. We have performed  
marginal resection and put  AO plate crossing the bone defect. There was no wound dehiscence and exposed AO plate 
after six months of close observation. In conclusion, the mass has been succesfully excised and reconstructed using  AO 
plate. Patient has been referred to the prosthodontic department for having a denture.  
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INTRODUCTION 
 
   Cemento-ossifying fibroma (COF) is a rare benign 
tumour that usually arises from the mandible and 
maxilla, which mostly affects the mandible (62 - 
89%) rather than maxilla. The premolar-molar re-
gion of the posterior mandibular region is the most 
common site (77%). The first presenting symptom 
of patient is usually facial asymmetry. Other loca-
tions within the head and neck have also been des-
cribed. 1-3 
   COF is a fibro-osseous lesion that arises from the 
periodontal membrane. This is a layer of fibrous 
connective tissue surrounding the roots. It contains 
of multipotential cells that are capable of forming 
cementum, lamellar bone, and fibrous tissue. This 
neoplasm occurs in patients with a wide age range, 
but the most number of cases are encountered du-
ring the third and fourth decade of life. There is a 
definite female predilection with female-to-male 
ratio  is  as  high  as  5: 1. If  the  lesion  involves  the  
adjacent teeth, then the teeth is often displaced and 
occasionally resorbed. It is a painless, generally 
slow-growing benign lesion which enlarges in        
an  expansive  manner  and   sometimes   reaching  a  
large size which may result in considerable de-         
formity. 1,3-7,10 
   Radiographically, they appear as a well-defined 
unilocular or multilocular intraosseous mass in the 
premolar-molar region of the mandible. The lesion 
is invariably encapsulated with mixed densities on 
X-ray. The term "cemento-ossifying fibroma" is 
used to describe fibrous lesions containing calcifica-
tions with strong similarity between bone and ce-
mentum. Although WHO and some authors regard 
the cementifying fibroma (CF) as an odontogenic 
tumor and consider ossifying fibroma (OF) sepa-
rately  as   a  non-odontogenic   neoplasm,   however  
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there is general agreement that CF and OF represent 
only histologic variants of the same lesion. Cemen-
tifying and ossifying fibromas are now considered 
as the same and categorized together as cemento-
ossifying  fibroma. 1,7,8,10 
   Surgical excision or resection is the treatment of 
choice and it usually requires bone grafting or re-
constructive surgery. Recurrence following com-
plete excision is generally considered to be uncom-
mon. However, in some series, it has been reported 
to be as high as 28%. 1-3,6  
   This paper discussed about a rare case of COF in a 
20 years old male on the mandible anterior region, 
marginal resection was performed followed by the 
installation of AO plate.  
 
CASE  
 
   In February 2010, a-20-years old male patient 
came to the Department of Oral and Maxillofacial 
Surgery Dr. Hasan Sadikin Hospital and com-    
plained of a palpable, indurated mass in the anterior 
region of the mandibular bed. Patient also com-
plained of ability to close the mouth and to chew 
food properly since ± 2 years ago. The medical, 
social and family histories were unre-markable. 
Patient was apparently asymptomatic since ± 10 
years ago, it developed from a small swelling in the 
mandible anterior region, then gradually increased 
in size.  
   Oral and maxillofacial examination revealed a 
uniform round large swelling in the anterior mandi-
ble region at tooth region 33-43  (Figure 1A, B) 
which caused maloclusion and  inability to close the 
mouth. The size of the lesion was 6 x 5 x 6 cm and 
the shape was ovoid. The overlying mucosa was 
pinkish in color and firm consistency on palpation. 
The texture was irregular with view ulceration 
which bled easily and had no fluctuation and 
crepitation  
    
   
 
Figure  1.  A. A 20 years old male with mass in the 
anterior region of the mandibular. B. Intra oral 
region showed mass at tooth region 33 - 43  
which caused maloclusion and  inability to 
close his mouth 
   Laboratory examinations of blood and urine, 
thorax X-ray, and panoramic X-ray were performed. 
The results of laboratory blood and urine tests     
showed within normal limits and thorax X-ray 
showed no abnormalities.  
   Panoramic radiologic examination revealed a large 
calcified radioopaque mass with clear well defined 
radiolucent border. The teeth adjacent to the lesion 
were displaced and resorbed from tooth regio 35 
until 45 due to expansive the mass to the surounding  
tissue concerned, although there was no evidence of 
cortical erosion (Figure 2). 
   A biopsy was performed under local anesthesia 
and the specimen was sent for histopathology exa-
mination. Histologically, the specimen showed stra-
tified squamous cell with normal nucleus. Fibro-
colagen connective tissue showed hyperplastic 
growth with normal nucleus filled with inflamma-
tory lymphocytes. Mature bone with psammoma-
like bodies (cement like) were also found among the 
specimen. There was no malignant tumor seen 
hystopathologically (Figure 3A, B). A final diag-
nosis of cemento-ossifying fibroma was achieved.  
 
 
 
Figure  2.  Panoramic X-ray showed the lesions had 
entered the mature stage  showing entirely 
radiopaque lesion surounded by radiolucent 
border 
 
  
 
Figure  3.  A. Photo-micrographs showed fibrous tissue 
(red arrow) with bone   trabeculae or mature 
bone (green arrow), and  B. showed psam-
moma bodies (cement-like) (yellow arrow) 
A B 
A B 
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CASE MANAGEMENT 
 
   Patient had been hospitalized for 2 weeks, and an 
excisional biopsy continued marginal resection 
using bone plate was planned and a preoperative 
antibiotic had been administered for 2 days. Surgical 
excision of the mass with marginal resection of the 
anterior mandible region in concerned using striker 
and chisel followed by extraction of teeth 35, 34, 44 
and 45 under general anesthesia was performed. AO 
plate was inserted crossing the bone defect (Figure 
4A-D), and the wound was closed using silk sutures.  
 
  
  
 
Figure  4.  Intra operative procedure  A. Mass excision 
and marginal  resection  of  mandible  anterior 
region.  B.  Tumor  mass   and  bone  involved 
immediately after  excision. C.  Showed bone 
remaining after marginal resection, good and 
free of tumor. D. AO plate was inserted 
crossing the bone defect to prevent future  
fracture of the bone  and better support of the 
surounding soft tissues 
 
   The excised mass was sent to the pathology 
department for histopathological examination. Anti-
biotics, antiinflamatory and analgetic agents were 
continued for the next one week. The sutures were 
removed on the 7th day postoperative day. The 
wound showed good signs of healing and the patient 
was quite satisfied because he could eat food 
without any difficulty (Figure 5A, B). 
   One month after the surgery the patient came to 
the Oral Surgery Clinic in Dr. Hasan Sadikin 
Hospital for routine control, and panoramic X-ray 
was performed, which showed that the lesion had 
regressed,  there  was  neither wound dehissence nor  
any  exposed  AO plate (Figure 6A, B). Patient re-
turned six months after surgery and showed a satis-
factory outcome both clinically and radio-logically 
whithout signs of recurrence (Figure 7A, B). Patient 
was then referred to the Department of Prostodontic 
for expert management of denture 
 
  
 
Figure  5.  The 10th day postoperative day. A. The 
wound showed good signs of healing. B. 
Patient was quite satisfied 
 
  
 
Figure  6.  One month post operation. A. That the lesion 
had regressed, there was neither wound 
dehissence nor any exposed AO plate. B. 
Panoramic X-ray showed the bone plate was 
attached too 
 
  
 
Figure  7.  Six months of post operation. A. Showed a 
satisfactory outcome whithout signs of 
recurrence. B. Panoramic X-ray showed the 
AO plate was installed properly 
 
DISCUSSION 
 
   COF is a well-demarcated benign fibrous neo-
plasm that contains of varying amounts of calcified 
tissue resembling bone, cementum, or both. The 
incidence is far higher in the mandible rather than 
maxilla. On the clinical features that have been pre-
sented in preeliminary literature, our case is rarely 
encountered, because our patient was a 20 year old 
A B 
A B 
C D 
A B 
A B 
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male, with the complaint arising since 12 years ago. 
The lesion was also found in the anterior mandible 
region. The clinical picture is slightly different from 
literatures which states that the lesion was more 
frequent in women during the 3rd and 4th decade of 
life, and frequently found in the posterior mandible 
region. 1,2,4,6,9,10 
   Studies have shown that the biologic behavior of 
histology, causing expansion of the cortical plates, 
replacement of normal bone with neoplastic cellular 
fibrous tissue, and formation of spherical calcify-
cations and irregular, randomly oriented bony struc-
tures. COF may have areas of cementum, ap-
pearing as psammoma bodies embedded in a benign 
fibrous stroma. Spiet et al. supported Reed’s clas-
sification and started that the predominant pattern of 
bone architecture is usually apparent and allows one 
to differentiate between the two types of lesions. 
This statement is in accordance with the histo-
pathological picture of our patient, which it should 
be the discovery of fibrous tissue with bone trabe-
culae (mature bone) and trabeculae-like picture of 
psammoma bodies (like cement).3-5,8,9 
   The radiographic appearance is of utmost impor-
tance in the diagnosis of COF because it is often 
needed to separate it from other fibro-osseous le-
sions. The lesions may be either unilocular or multi-
locular with smooth contours. The maturity of the 
lesion will determine the degree of radiopacity and 
radiolucency. In the early stages (immature) the le-
sions are small and usually completely radiolucent. 
As they enlarge, increased amount of irregularly 
shaped radio pacities appear within the radiolucent 
area. In the later, more mature stage, the radiopaque 
structures enlarge and coalescence, often forming a 
nearly radiopaque lesion within rim of radiolucency 
separating it from the surounding normal bone. Root 
resorption and displacement of teeth are frequent 
findings. Panoramic X-ray of patients describes that 
the lesions had entered the mature stage showing 
entirely radiopaque lesion surounded by radiolucent 
border. This was caused by ± 10 years of slow 
progresing tumour, and also involved of  the teeth in 
the 35-45 region which were displaced and the tooth 
roots partialy resorbed, but the clinical picture only 
involved in tooth regions 33-43. Therefore we 
decided to extract from the region of 35-45 during 
the surgery. 1,5,8,9 
   Treatment was surgical removal with the extent 
depending  on the size and location of the individual  
lesion  and  the  extent   of   any   capsule  formation.  
Some  lesions  have  succesfully  been removed with  
curettage and local excision, whereas others re-
quired aggressive curettage, localized surgical resec-
tion, and segmental/block mandibular resection with 
bone grafting originating from either patient's own 
bone from iliac and fibular or derived from other 
donors in the more aggressive lesions/large lesions 
and multiple recurrences are common. Prognosis is 
good. In this case we did not perform segmental 
resection as recommended in the literature, but 
performed only marginal resection because patient 
was young and when during intra-op, the bone 
involved had no extension up to the border of the 
mandible. To prevent future fracture of the bone  
and better support of the surounding soft tissues, we 
installed AO plate which also enhances bone 
growth. In this case a bone graft was not done due to 
the patient’s limited funds. To ensure the absence of 
relapse or recurrence, we conducted follow-up six 
months after surgery, with panoramic X-ray sho-
wing no recurrence. Clinically, patient had satis-
factory results both in terms of aesthetics and 
function for mastication. Patient was further referred 
to the Prostodontic Department for expert manage-
ment of denture to achieve more optimal re-       
sults. 1,3,6,9,11 
   In conclusion, a male of 20 years of age suffered 
from Cemento-ossifying fibroma in the anterior 
mandible has been succesfully excised and recon-
structed using a AO plate. Patient has been referred 
to The Prosthodontic Department for having a den-
ture.  
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